Laparoscopy is an invasive diagnostic, evaluation, and surgical method. Advances in imaging and instrumentation have resulted in an increase in surgical experience; as a consequence, laparoscopy, which was initially used in a few simple surgical procedures such as diagnostic purposes and tubal ligation, has become an acceptable, and even preferred, alternative to open surgical procedures. Compared with laparotomy, laparoscopy has several advantages such as less postoperative pain, small surgical scar, reduced costs, lower bleeding rates, and shorter duration of hospitalization stay (1-3). However, the necessity of surgical equipment and experienced staff, previous abdominal surgery, and patient obesity are factors that limit the use of laparoscopic surgery (2). Depending on surgical experience, a variety of operations ranging from diagnostic laparoscopy to oncological procedures are performed. Here, we aimed to retrospectively analyze the results of diagnostic and operative laparoscopic operations performed in our clinic by reviewing the literature. 
INTRODUCTION
Laparoscopy is an invasive diagnostic, evaluation, and surgical method. Advances in imaging and instrumentation have resulted in an increase in surgical experience; as a consequence, laparoscopy, which was initially used in a few simple surgical procedures such as diagnostic purposes and tubal ligation, has become an acceptable, and even preferred, alternative to open surgical procedures. Compared with laparotomy, laparoscopy has several advantages such as less postoperative pain, small surgical scar, reduced costs, lower bleeding rates, and shorter duration of hospitalization stay (1) (2) (3) . However, the necessity of surgical equipment and experienced staff, previous abdominal surgery, and patient obesity are factors that limit the use of laparoscopic surgery (2) . Depending on surgical experience, a variety of operations ranging from diagnostic laparoscopy to oncological procedures are performed. Here, we aimed to retrospectively analyze the results of diagnostic and operative laparoscopic operations performed in our clinic by reviewing the literature.
METHODS
Data on diagnostic and operative laparoscopic procedures performed in Süleymaniye Training and Research Hospital between 2003 and 2006 were retrospectively analyzed. A total of 503 patients were included in the study. Data pertaining to patient demographics, indication for surgery, procedures during laparoscopy (L/S), postoperative pathological diagnosis, and complications were analyzed.
Statistical Analysis
Data were analyzed using the Statistical Package for the Social Sciences (SPSS) software (SPSS Inc.; Chicago, IL, USA) and expressed as means ± standard deviations (mean ± SD) and percentages.
RESULTS
A total of 503 patients underwent laparoscopic procedures in our clinic. Four hundred and twenty-four (84.2%) patients undergoing 503 L/S interventions were operated due to infertility, and 79 (16%) were operated for gynecological reasons. The mean age was 31.635±7.29 years. Mean gravida and parity was 1.06±1.72 and 0.47±1.11, respectively, and the mean number of abortions was 0.6±1.15. A total of 111 patients (22.07%) were active smokers (Table 1 ). The mean duration of hospitalization was determined as 1.96±0.5. The mean operative time was 48.85±26.04 min, ranging from a minimum of 15 min to a maximum of 120 min. The operation that lasted the shortest was performed for diagnostic purposes; no gynecological lesion was observed during the laparoscopic examination of the abdomen. The longest operation was laparoscopic hysterectomy performed due to uterine descensus. The difference between pre-and postoperative hematocrit was 2.63±2.53. In total, 100/503 (19%) patients who were operated had a previous history of abdominal surgery ( Ninety-six patients in whom an adnexal mass was detected upon gynecological examination and ultrasound scans were evaluated. For the 96 patients whose Doppler ultrasound and tumor markers did not fulfil the malignancy criteria in the result of laparoscopic observation, endometrioma was identified in 49 (50.52%), ovarian cyst in 15 (15.46%), dermoid cyst in 9 (9.28%), tubo-ovarian abscess in 4 (4.12%), paraovarian cyst in 15 (15.46%), cystadenoma in 2 (2.06%), and fibroma in 2 (2.06%) patients.
Operative laparoscopy was performed in 15 patients due to ectopic pregnancy. Among these patients, linear salpingostomy was performed in 9 (60%), salpingectomy in 4 (26.61%), and salpingooophorectomy in 2 (13.34%) patients. Tubal pathology was found in 110 (25.94%) of 424 patients for whom laparoscopy was performed due to infertility. Bilateral in 40 and unilateral in 36, tubular obstruction was found in a total of 76 (17.92%) patients. Bilateral in 11 and bilateral in 18 patients, a total of 28 patients (6.60%) had hydrosalpinx. Tubal congenital malformation was found in five (1.17%) patients. Tubal passage was observed using methylene blue in 314 (74.06%) infertile patients. Bilateral tubal passage was not observed in 58 (13.67%) patients. At least one tubal passage was found in 47 (11.84%) patients. The most common intervention performed together with laparoscopy was hysteroscopy (359 patients) (70.71%).
In the hysteroscopic examination performed accompanying L/S in the 359 patients, a normal uterine cavity was observed in 166 patients (46.23%). Meanwhile, a uterine septum was detected in 118 (32.86%), Asherman's syndrome in 34 (9.47%), endometrial polyps in 30 (8.85%), and fibroids in 11 (3.36%) patients.
Pre-and postoperative complications developed in 17 (3.37%) of the 503 patients who underwent laparoscopic procedures (Table 4 ).
An indication occurred in 7 (1.39%) patients to opt for laparotomy. The necessity to perform laparotomy was due to excessive adhesions developing from previous surgery (n=2), excessive adhesions caused by endometriosis (n=1), surgical methods failing to provide hemostasis occurring as a result of myoma enucleation during L/S myomectomy operation (n=2), when L/S salpingectomy attempt to ectopic pregnancy material failed (n=1), and difficulty in surgical manipulation during L/S with an IUD indication in the abdomen (n=1).
Although diagnostic laparoscopy was performed due to an indication of primary infertility in three (0.59%) patients, uterine perforation developed during cervical dilation. In the first patient, the bleeding area was controlled by bipolar cautery of the perforation area. In the second patient, because the bleeding did not stop with bipolar cautery, hemostasis was accomplished using laparoscopic suture in the perforated area. The third patient spontaneously healed without any additional intervention.
Major vascular injury complications developed in two (0.39%) patients. The iliac vein was wounded in a patient when inserting the 10-mm trocar into the abdomen. Laparotomy was urgently performed, and hemostasis was achieved by repairing the vein. While ovarian drilling was performed in the other patient, external iliac artery injury occurred during the use of the needle forceps. Emergency laparotomy was performed, and the vein was repaired. Re-laparotomy was performed due to bleeding into the abdomen during the postoperative follow-up of the patient. Ten units of blood and six units of fresh-frozen plasma were administered. When hemostasis was achieved, the patient was followed up in the surgery intensive care. Following treatment, the patient recovered and was discharged from the hospital 10 days after surgery.
Based on the observations of subcutaneous crepitations, a diagnosis of subcutaneous emphysema was made in two (0.39%) patients in the postoperative period. The patients followed up in the hospital were discharged without any problems as a result of spontaneous resolution of the crepitations.
Minor vascular injury occurred in one (1.9%) patient. Bleeding due to deep inferior epigastric artery injury developed at the position of the trocar. The arterial injury was repaired by laparotomy. In 100 cases
Laparotomy (n) 20%
Myomectomy (n) 10%
Inguinal hernia operation (n) 7% Cholecystectomy (n) 5% Table 2 . Distribution of patients with a history of operation according to type of operation Bowel injury occurred in one (0.19%) patient. A complication involving injury of the complete layer of the small intestine occurred as a result of a 10-mm trocar insertion. The laceration in the bowel of the patient was repaired by applying end-to-end anastomosis through laparotomy.
In one (0.19%) patient, L/S was performed for diagnostic purposes due to primary infertility. No gynecopathological lesions were detected upon laparoscopic examination of the patient. Because of anesthesia-related complications, generalized cerebral edema occurred in the patient, who died in the 13 th postoperative hour during the follow-up in the adult intensive care unit.
Although laparoscopic surgery is very safe, particularly in experienced centers and in the hands of experienced surgeons, complications may occur. Studies that have reported complications associated with laparoscopic surgery have been listed in Table 5 .
DISCUSSION
The role of laparoscopy is expanding in the operative management of gynecologic pathologies (4-7). A substantial change has occurred in gynecologic surgery over the past 20 years, with all types of gynecologic surgery becoming available using laparoscopy, which could only be used for diagnostic purposes in the beginning (8) (9) (10) (11) . Currently, gynecological operations usually performed by laparotomy can be performed by laparoscopy. In laparoscopy, postoperative analgesic requirements are fewer, hospitalization stay is shorter, and return to normal activities is faster because operations are performed through small incisions (12) (13) (14) . Despite the advantages mentioned, we encounter potential limitations and complications in L/S. In laparoscopic procedures, an increased risk of complications may be due to L/S limitations and limited surgical experience.
In a study on complications related to laparoscopic surgery performed by Härrki-Siren et al. (15, 16) comprising 32,205 patients, the risk of developing complications was 4/1,000. Although this risk was 0.6/1,000 in diagnostic laparoscopy, it was 12/1,000 in major surgeries.
Similarly, in the study of 29,966 patients in France, Chapron et al. (17) reported the total complication rate as 4.6/1,000. Chapron et Aksu and Coşkun (18) reported that the operating staff had to perform laparotomy in 34 (0.95%) of 3,572 patients operated in Hacettepe University between 1996 and 2003. In the same study, the overall complication rate was 1.88/100.
Malinowski et al. (19) reported that the total complication rate for laparoscopic surgery performed in 342 patients between 1991 and 1999 in Poland was 5.5/100. In the same study, and the rate of conversion to laparotomy was 0.9/100.
In a study performed in Sudan Medani Hospital with 703 patients, Mirghani and Babiker (20) reported an overall complication rate of 2.3/100.
Complications developed in a total of 17 (3.37%) patients in our study, with laparotomy performed in 7/503 (1.39%) patients.
Complications occurred more frequently in the early years when laparoscopic operations were first introduced. The complication rate decreases with the increase in surgical experience.
The incidence of adjacent organs and urethral and vascular injuries is increasing with the spread of laparoscopic surgery and with its use in both oncological surgery and in cases of pelvic inflammatory disease, including endometriosis with common severe adhesions (21) . Retroperitoneal injury in laparoscopic surgery may be due to inadequate technique and may be inevitable even for the most experienced operators (21, 22) . Surgical cleavage, resulting from a combination of a lack of tactile access, twodimensional work, and retroperitoneal fibrosis, can contribute to complications in laparoscopic surgery. Nevertheless, we think that an adequate combination of surgical skills, education, and experience can contribute to reduced operating time, increased surgical effectiveness, and reduced complications. An increased risk of complications is associated with the inexperience of surgeons still undergoing training. The rates of complications decrease with the increase in the experience of centers and surgeons.
CONCLUSION
Although laparoscopic surgery is safely and effectively used for thousands of patients worldwide, the risk of complications should be kept in mind. Advanced operations should be performed by more experienced surgeons.
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